This 50-year-old Mukiga woman fell while working in the field. She was unable to rise because of pain in her neck and weakness of all four limbs. She remained at home and was only admitted to our neurosurgical unit 6 weeks later; during this interval she had experienced some improvement in the function of her left arm and both legs.
Examination. She was emaciated and in poor general health. General examination including the cardiovascular system was normal. The cranial nerves were normal, and there was no spinal deformity. Neck movements were painful and limited in all directions; local tenderness was elicited over the lower cervical spine. The right arm showed complete flaccid paralysis; the left arm showed severe paresis, especially in the proximal muscles. Power in the legs was less severely affected ( Table 1 ). The tendon reflexes in the left arm and leg were all pathologically hyperactive, and both plantar responses were extensor (Table 2) . Surprisingly, the only sensory deficit was loss of vibratory sensation in the right arm. Cervical spine films showed a complete dislocation of C-5 on C-6 so that the body of C-5 lay in front of C-6 (Fig. 1) . Myelography demonstrated a partial block at the site of the dislocation (Fig. 2) .
Course of Treatment. Crutchfield tongs were applied to the skull in an attempt to reduce the dislocation by progressively increasing traction. However, check films showed no change in the bony alignment after 12 days and the traction was discontinued. Fearing that open reduction might imperil the remaining cord function, we decided to apply Fracture dislocation of the cervical spine a Minerva jacket and to start gradual mobilization. Some improvement in muscle power occurred over the next 3 months; when discharged, the patient was able to get out of bed unaided and to walk with the aid of a cane.
Discussion
The degree of vertebral body displacement in this case is the most severe that we have encountered. One would imagine that the Sshaped curve of the cord illustrated by myelography would have been more than sufficient to produce a complete quadriplegia either by direct cord compression or by obliteration of its blood supply. The degree of neurological preservation was therefore surprising.
The exact mechanism of the injury was impossible to discover. As far as the patient was aware, she just fell over, and there was no visible evidence of a severe injury. We assumed that the dislocation was the result of an acute flexion injury and that extensive ligament rupture allowed the complete displacement of bony components. Cord contusion and compression in such cases almost invariably produces quadriplegia; moreover dislocations of this sort are usually unstable? It was therefore even more surprising that our patient survived in the primitive conditions of her village without developing a complete quadriplegia.
Whether a reduction of this dislocation would ever have been possible by closed methods is debatable. We considered the patient extremely lucky to have survived with any neurological function and therefore were hesitant to carry out an open operation lest we should make her quadriparesis complete.
